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Commercial Group Health Insurance Application/Change Form CONFIDENTIAL

Essex County Check Desired Action
O Add O Cancel O Change
Employer Name Association/Chamber Name (if applicable)
Group Administrator’s Signature (required) Date Employee Number Department Number
Medical Information If enrolling in a Medical Subscriber | Dental Information  Ifenrolling in a Dental
plan, who do you need Status: plan, who do you need
00008254 coverage for? O Actively coverage for?
Medical Group Number (8 digits) CISelf Only Working Dental Group Number CSelf Only
[JSelf & Child(ren) CJRetired [OSelf & Child(ren)
0001, CO01 R0O01 R002 CISelf & Spouse, or = D?t'f; . CISelf & Spouse, or
- = Self & Domestic Partner ISable Self & Domestic Partner
Medical Subgroup Number (4 digits) CIFamily CCanceled Dental Subgroup Number CIFamily
A100, A101,C100, C101, R100, R101 CICOBRA
Medical Class Number (e.q. A001) Medical Effective Date Dental Class Dental Effective Date
Medical Plan Selection Dental Plan Selection
D (L2) SimplyBlue Copay $40 PCP/$60 Specialist D Please choose plan options from dropdowns

I:I (PJ) Excellus BluePPO Option J
[

[ ]
[]
]

/.

FETs T o R AP P s T E g T e RN o Al
Birthdate:
Last Name Gender assigned Gender identity (optional):
at birth: OTransgender Male %E'frgiﬂgﬁ;o say
OMale OTransgender Female
OFemale OPrefer to self-describe:

First Name

Social Security Number**

Middle Initial Title (e.g., Jr, Sr, 111, etc.) Date of Hire/Rehire
re : . .

Retirement Date: . )

Street Address OAge 65+ [ODisability
OJEnd Stage Renal *

Subscriber’s Medicare Number (if applicable)

City State

Medicar‘e Part A'Effective Date Medicalle Part B Effective Date

Zip Code Phone
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Subscriber’s Last Name:

Enrollment Opportumty DNew H|re CRehire DOpen Enro]iment | DMedrcare ehglbfe R
Special Enrollment Opportunity: CINewly Eligible Dependent: CINewborn [IMarriage  [1Other

UChange in employment status [JA move in or out of the service area

Ulnvoluntary loss of coverage LUFormer dependent regains eligibility DateofEvent ___ , _ .,
COBRA Election - Please indicate the reason for COBRA if applicable:

OLeft Employment/Retired CIDivorce/Legal Separation OLoss of Student Status [JDeath of Spouse
CIDisability CJDependent Reached Max Age [ Other:

DBirthdate E]Subscrlber Name [JDependent Name  [JPhone Number

Demographrc Change. I:lAddress

e, Who are you canceling coverage for?

Cancel Code: Medical Cancel Date: Dental Cancel Date:

Cancel Codes

SB02-Left Employment  SBO5-Per Group Request  SB06-Subscriber Request (ountay)  SBO7-Deceased  SBO9-Enrolled in Error

Dependent Name: Cancel Code: | Medical Cancel Date: | Dental Cancel Date:

Cancel Codes:

MO001-Per Group Request M004-Enrolled in Error M008-Moved Out of Area M013-Ineligible
M002-Deceased M005-Divorced M010-Overage Dependent M014-YAO Ineligible

MOO03-Per Subscriber Request M007-Per Member Request (voluntary) MO11-No Longer a Student MO040-Mx Same Group

EISpouse EIDomestlc Partner 7 Dependet Chlld DDlsab!ed Dependent Chrld (Serte appllcatlcm form requured)

OOther
Last Name (if different) Title First Name MI Social Security Number **
Gender assigned at birth: OMale [JFemale Birthdate

Gender identity (optional): OTransgender Male OTransgender Female  ONon-binary ~ OPrefer not to say  DPrefer to self-describe:

Is dependent a full-time student over age 19?7 OYes [CINo Married? OYes COONo Expected Graduation Date:

’

Medicare Number (if applicable)

EIDependent Chl|d DDlsabIed Dependent Chrld (Separate application form required) [JOther

If yes, please provide name of college/university Will dependent further education after graduatlon'? [CYes ONo
Medicare Eligible OYes ONo If yes, indicate reason [JAge 65+ ODisability [JEnd Stage Renal *
Part A Effective Date: ___ || Part B Effective Date:

L i —

Last Name (if different) Title First Name MI Social Security Number **

Gender assigned at birth: (OMale  [JFemale Birthdate ; ;
Gender identity (optional): OTransgender Male OTransgender Female  ONon-binary  CIPrefer not to say  DOPrefer to self-describe:

Is dependent a full-time student over age 19? (OYes [CONo Married? (JYes CONo Expected Graduation Date:

i

Medicare Number (if applicable)

If yes, please provide name of college/university Will dependent further education after graduatron’ OYes ONo
Medicare Eligible OYes [CINo If yes, indicate reason [JAge 65+ ODisability JEnd Stage Renal *
Part A Effective Date: Part B Effective Date:
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